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Introduction and purpose of the report

Mid Hampshire Healthcare (MHH) is a GP Federation created in 2014, covering the Winchester and Andover regions of Hampshire
(4PCNs/18 practices*). In the first quarter of 22/23 MHH entered into a collaborative working partnership with Novartis** enabling the
setup and launch of a lipid management clinic across the GP Federation practices, taking into consideration the new/updated lipid
management pathway (https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/National-Guidance-for-Lipid-
Management-Prevention-Dec-2022.pdf) and addressing the future of lipid management within Primary Care. The service is for

secondary prevention and includes - where appropriate - the new injectable therapy inclisiran. Wessex Academic Health Science
Network (AHSN) has provided project management resource and chairs the regular working group meetings. This report details the
implementation journey to date and has been written by the AHSN team with input from the project working group. The purpose is to
provide some initial insight into the implementation which may help MHH with future plans. It is not an evaluation of the effectiveness

of the service as the available data is not sufficient to conduct a robust evaluation at this stage. .. . e
* Mid Hampshire Healthcare PCNs/Practices . M DR
(2203] l
PCN Surgery PCN Surgery A Sutto[ e ptney o & o
Winchester City Friarsgate Practice Winch Rural South Bishops Waltham Surgery Siqigese - M:Eﬁ:r:awm“
Winchester City St Clements Surgery Winch Rural South Stokewood Surgery Kings Yoy e (o
Winchester City St Paul's Surgery Winch Rural South Twyford Surgery ‘er o
Winch Rural North/East Alresford Surgery Winch Rural South Wickham Surgery Mottistont . a
Winch Rural North/East Gratton Surgery Andover Adelaide Medical Centre ® ® getershiel
Winch Rural North/East Stockbridge Surgery Andover Andover Health Centre " Easﬁih @
Winch Rural North/East Watercress Medical/Mansfield Park Surgery Andover Charlton Hill Surgery uzgwe' & I v (A2
Winch Rural North/East West Meon Surgery Andover Shepherds Spring Medical Centre A Totton. southampton He&ge End ® Horndean
Winch Rural North/East Two Rivers/Whitchurch Andover St Mary's Surgery rest. Whiteley g
Hamble-le-Rice Fareham e s
Mid Hampshire Healthcare £

3rockenhurst Beaulieu Portsmouth

** https://www.novartis.com/uk-en/about/partnerships/collaborative-working Practice |0cati0ns

Gosport Havlina Island
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Mid Hampshire Healthcare Cardiovascular Risk Review Pathway

The latest version of the service pathway is opposite
(figure 1). Patients are identified via an initial search run in
the practice’s clinical system either by the practice team or
remotely via Mid Hampshire Healthcare (MHH) or the
Hampshire and Isle of Wight central pharmacists’ team.
MHH review the results and manually identify patients
who meet the criteria (age/lipid profile/correctly coded). A
list of those identified by the initial search but not meeting
the criteria is returned to the practice for review and
potential optimisation of existing therapies (if required).
Patients identified as being suitable follow the pathway
(figure 1) involving an initial telephone call, cardiovascular
risk review and blood test and follow up call with a
GP/prescribing pharmacist who recommends treatment
based on the results of the blood test and review. If the
recommendation is to titrate existing medication or try
alternative treatments, the patient is referred back to their
practice. If inclisiran is suitable they are booked in for their
initial loading dose and subsequent injections at an initial
3- and then 6-monthly intervals. If specialist guidance is
required, MHH refer back to the patient’s practice and/or
consult with a consultant chemical pathologist.

1 - Practices case find
patients to identify total
eligibility.

Organise patient numbers

into practice current recall
process

2 - Patient invited for
lifestyle / Cardiovascular
risk review (CVD HC)
appointment- (as part of
current HUB services)—

Lipid profile bloed test
and LFT initiated (any
other outstanding

3 - Patient booked in to
MHH CWVD HC clinic

4 - CVD HC completed - to
include blood pressure check,

) height and weight
f:m”_]a':CNNUTSE —. | MEBSUrEMENs, lifestyle
P Associate) choices.

Patient descriptor of
medication taken.

Initiate ACR test, (Take blood

Direct referral from
HHFT Lipidologist
for Inclisiran
initiation

~

T — First inclisiran dose
administered

Patient added to MHH
recall system for
completion of scheduled
doses and added to recall
for future injections and
annual follow-up lifestyle

[ f——— | natient booked in to MHH

check

Ba - Titrate medication
/Recommend alternative
treatments

Discharge to Practice

sample or arrange sample for
lipid profile if patient not had
one in the last 3 months, to be

MDT With
&b — app[gpriate and HHFT 5— GF’;’PrescriDing
consented to commence Lipidologist Pharmacist reviews
Inclisiran, / for support | result from health
and assessment, blood test
guidance as results and medical
Inclisiran appointment needed records assessed
within 2 weeks according to NICE and

done ASAP

8 — Inclisiran

Stock control and
reimbursement (On hold,
injections ordered via
FP10 1/1/2023)

Project Working Group

Primary Care Nurse Consultant - MHH

Clinical Lead/Nurse Manager — MHH

Project Manager, Cardiac Risk Pathway - MHH

Business Operations Manager - MHH

Non-Executive Director - MHH

9 - Inclisiran

Search on EMIS to identify number
of patients given per practice -
send to Finance

Those requiring 2™ or 39 dose
contacted and book an appropriate
follow up appointment — annual
CVD HC

Clinical Pharmacist - MHH
Clinical Director - MHH

Programme Manager — Wessex AHSN

Lipid Management
Pathway

Telephone appointment
(within 2 weeks) with
patient regarding
prescribing and next
steps.

Figure 1

Joint Head of Medicines Optimisation, North and Mid Hants — HIOW ICB

South West System Lead Pharmacist — HIOW ICB




To what extent has the pathway been

o e Suitable for next phase - ..
adOptEd by the pl"aCtICES? Practice !d.eptlfled by Initial telephone Attended a clinic peltonp phoneOutcome “Inclisiran
initial search . call prescribed
consultation
To date (end of February 2023) 9 of the 18 practices Gratton 38 12 10 7
(Figure 1) that make up the federation have agreed to take Wickham 125 17 14 S 4
. . . . . . St Clements 80 13 Clinic 28th Feb
part in the project, have had patients identified via the :
Shepherds Spring 43 11 7 4 3
system search/manual prioritisation process and that have S 66 10 5 4 4
either attended a clinic or are waiting to do so. There has Charlton Hil 67 14 11 6 B
been a total of 14 clinics since 03 January (see Figure 2) [ Bishops Waltham 116 24 Clinics in March
. . Two Rivers 80 12 5 5 1
with more booked in for March and beyond. Tevford " -~ . 3 )
. . . Number attended Outcome - Figure 1
Clinic location Date Time . No shows . . .
/ max capacity inclisiran prescribed In the tables shown, not every patient that attends
Andover 03.0123 17.00-19.00 3 0 2 a clinic receives a follow up phone call/review i.e.
Andover 04.01.23 18.00 1 0 it thei hol s | h Il field
Ardover 120123 09.00.12.45 . ) 3 if their LDL cholesterol is less than 2.6. All fields
South Wonston 19.01.23 10.00 -11.30 2 0 ? marked with a question mark are as a result of the
Andover 21.01.23 09.00-13.00 5 1 ? data not being available at the end of February.
Wickh 21.01.23 09.00 -13.00 5 1 2/? . q
cnam J We are still at a relatively early stage of the
Andover 04.02.23 09.00-13.00 5 1 3/? ) . .
Wickham 02.02.23 09.00.13.00 s ) ; adoption process and it is anticipated that more
Stokewood 04.02.23 09.00-12.00 4 0 1 practices will come onboard in due course.
Andover 11.02.23 09.00-12.00 5 1 ?
Stokewood 17.02.23 N/A 1 ?
Andover 18.02.23 09.00 - 13.00 5 0 ?
Andover 24.02.23 N/A 1 ?
St Clements Surgery 28.02.23 09.30 - 15.00 ? ? ?

Figure 2




@ What were the challenges and how were they overcome?

Challenges

Actions taken in response to each challenge

1. Identifying the patient
cohort: the service is for
secondary prevention and
patients need to meet specific
criteria to qualify

The search process has undergone a continuous cycle of improvement as the project has progressed and
continues to do so. Both Ardens* and the UCLP Framework** have been utilised and the central ICB
pharmacists’ team have supported MHH by running searches for the practices. At this stage a manual
process is required to filter the results and identify patients to call in to clinic e.g. at Shepherds Spring, 43
patients were initially identified with 11 suitable to attend a clinic. This is an essential but time consuming
process that will hopefully be improved in the future. Once the initial cohort has been identified the search
is then re-run three months later to identify any new patients.

2. Member practice
engagement

Nine of the 18 practices have currently signed up to the project and have had patients identified via the
search process. MHH appointed a project manager (cardiac risk pathway) in October 2022 which has
helped significantly with practice engagement. There have also been two educational events aimed at
raising practice awareness. Data sharing agreements are in place with all of the participating practices in
support of robust information governance processes.

3. Reluctance to attend
evening clinics

Early feedback from patients reflected a reluctance to attend clinics in the evening. This was in part
attributed to the time of year (winter), being dark and with potentially difficult driving conditions. MHH
responded to the needs of their patients and now schedule almost all of their clinics during the day (mainly
Saturday) and have a much better uptake (see Figure 2 on page 5).

* https://www.ardens.org.uk/

** Search and risk stratification tools - UCLPartners



http://*https:/www.ardens.org.uk/
https://uclpartners.com/our-priorities/cardiovascular/proactive-care/search-and-risk-stratification-tools/

@ What were the challenges and how were they overcome?

Challenges Actions taken in response to each challenge
4. Addressing the needs of An ongoing discussion point at the working group meetings has been the need for the service to be a part
patients identified by the of the wider CVD pathway. On this basis, patients identified by the initial search (691 across the 9 practices)

initial search but not meeting but not meeting the criteria to be invited to a clinic (558 which equates to 81%) are referred back to the
the criteria to be booked into a | prescribing lead at the practice or the PCN pharmacy team. This ensures the opportunity is not missed to
clinic review and amend their existing medication/treatment.

5. Prescribing restrictions for a | As a federation MHH don’t have a General Medical Services (GMS) or Personal Medical Services (PMS)
federation contract, so are unable to order medication and claim back via FP34 forms. This means they cannot order
inclisiran and claim the £10 administration fee. A number of workarounds have been trialled and patients
are currently required to collect the medication from their local pharmacy and bring it with them to their
appointment, so that the injection can be administered. Although a functional temporary solution this is
not ideal and it is hoped that legislation will be changed in the future so that federations and similar
organisations are able to hold a GMS contract. The working group continues to explore alternative solutions
with the support of the AHSN national inclisiran team and with the ambition to establish (with NHS
England) a mechanism for at-scale delivery of lipid management.




Patient feedback/case studies

Case Study 1 o Case Study 2 o

At the time of publication, two patients have 6:y:' oLd mlale with a family history of high 79yr old male
followed the new pathway through from start to cholestero Stent insertion in the left anterior descending
finish and have received both of their initial doses of ~ Coronary angioplasty and stent insertion to artery (LAD) 2011
Inclisiran, with a three month interval. Future  relieveablocked artery 2014 «  Existing medication:
injections (maintenance) will now be at 6-monthly  «  Existing medication: - Atenolol 50mg - Aspirin 75mg
intervals. - Amlodipine 5mg - Rampiril 10mg - Omeprazole 40mg - Atorvastatin 80mg
The case studies (shown on the right) map their < S el - e I A0 arinseltes [ ATT e
journey through the new service and how the < Initial phone call with nurse and invitationto  1/9/22 * Initial phone call with nurse and invitationto  1/9/22
treatment to date has affected their cholesterol a lifestyle/cardiovascular risk review a lifestyle/cardiovascular risk review
levels. Data has been obtained via a patient . pyce to face lifestyle/cardiovascular risk 8/9/22 * Face to face lifestyle/cardiovascular risk 8/9/22
satisfaction survey, the service provider and a follow review with nurse review with nurse
up interview where possible. Feedback from the "

P ) P i . ) * Initial blood test results Sept 22 * Initial blood test results Sept 22
patients has been overwhelmmgly positive and.thglr el A6 o e 2.8 _ Cholesterol 7.0 - Triglyceride 4.68
cholesterol levels have improved from the initial -HDLO0.97- LDL 2.6 - HDL 1.07 - Cholesterol HDL Ratio 6.5
baseline blood test to the second test performed 8 - Cholesterol HDL Ratio 4.7 - LDL — Unable to calculate as riglyceride >4.5
weeks after the initial inje(':tion. o o * Clinical review via phone with GP with 21/9/22 Clinical review via phone with GP with 21/9/22
Both of these examples involve inclisiran but it is recommendation to commence treatment — recommendation to commence treatment —
important to note that it is not the only outcome inclisiran (case also discussed with a inclisiran
from the service. Patients suitable for titration of consultant chemical pathologist)
their existing medication are referred back to their . |nclisiran first dose 24/11/22 Inclisiran first dose 24/11/22
practice to action the recommendation. Patients Second blood test results Feb 23
. . . . . * 2nd blood test results : .
identified with other conditions such as high blood s . Feb 23 - Cholesterol 4.0 - Triglyceride 1.31

. . . - Cholesterol 3.4 - Triglyceride 1.78 -HDL 1.27 - LDL 2.1
pressure are encouraged to visit their GP to discuss ~HDL1.19 - LDL 1.4 : -
. . ) : - Cholesterol HDL Ratio 3.1
treatment options. The face-to-face appointment - Cholesterol HDL Ratio 2.9
i i i Inclisiran second dose

also reviews and offers lifestyle advice. « Inclisiran second dose 24/2/23 24/2/23

8



Patient feedback/case studies

Not relevant
to this
consultation

No, not at
all

The service has given me an increased knowledge and
awareness relating to my cholesterol levels.

At every stage of the process things were explained to
me in a clear and concise manner.

Were you involved as much as you wanted to be in
decisions about your care and treatment?

Do you have confidence in the decisions made about
your cholesterol levels or treatment?

At every stage of the process were you encouraged to
ask questions?

Were all of your questions answered to a level you
were satisfied with?

Were you treated with respect and dignity at every
stage of the process?

Is your treatment so far achieving the desired results?

Overall, have your experiences with Mid Hampshire
Healthcare’s new lipid management service been
satisfactory?

No, not
really

Yes, but not
fully

Yes

Yes,
completely



Individual responses are represented
Staff fe e d b a C k by the following coloured dots: e®e @

How many years have you worked for/with Mid Hampshire Healthcare?

. . ) . Less than 1 year 1-2 years 3-5 years 6-10 years 11-15 years 15+ years
Six members of staff involved with the delivery of

the project completed the NoMad* ee ° ¢

('mp|e”_’e”'fat'°” measure based oon How would you describe your professional job category?
Normalisation Process Theory) survey, designed
specifically to understand how new technologies Admin Support HCA Nurse Service Pharmacist Board Member

. . . Manager
and complex interventions are applied and

integrated in health care. Employment duration 2 1 1 2

ranged from less than 1 year to 3-5 years and a

range of roles are represented from those

involved in the design/ongoing development of  Still feels very new When you work on the new service how familiar does it feel? Feels completely familiar
the service through to those delivering on the ¢ 1 2 3 4 5 I3 7 8 9 10
ground. Familiarity with the service varied which
is to be expected, given that some members of
staff were new to the organisation. They did Do you feel the new service is currently a normal part of your work?

however feel that the service would become a 0 1 2 3 4 5 6 7 8 9 10
normal part of their work in the future. The
general feeling was that there is a good
understanding of the service (C - page 11) and it Do you feel the new service will become a normal part of your work?

is adequately supported by management (4 of 6) ¢ 1 2 3 4 5 6 7 8 9 10
and of value to patients (C3 - page 12). All

surveyed are open to new ways of working and ¢ ee

plan to continue supporting the service (C2 -

page 11).

10 * Finch, T.L., Girling, M., May, C.R., Mair, F.S., Murray, E., Treweek, S., Steen, I.N., McColl, E.M., Dickinson, C., Rapley, T.
(2015). Nomad: Implementation measure based on Normalization Process Theory. [Measurement instrument].



Staff feedback

Part C: Detailed questions about the implementation of the
cholesterol management service

| can see how the new service differs from usual ways of working

Staff in this organisation have a shared understanding of the purpose
of the new service

| understand how the new service affects the nature of my own work

| can see the potential value of the new service for my work

Part C2

There are key people who drive the new service forward and get
others involved

| believe that participating in the organisation/delivery of the new
service is a legitimate part of my role

I’m open to working with colleagues in new ways to organise and/or
deliver the new service

I will continue to support the new service

Strongly
agree

Strongly
agree

Agree

Agree

Neither stronal
agree or Disagree rongly
h disagree
disagree
[
[
Neither strongl
agree or Disagree rongly
h disagree
disagree

Not
relevant
to my role

Not
relevant
to my role

Not
relevant
at this
stage

Not
relevant
at this
stage

Not
relevant to
the
intervention

Not
relevant to
the
intervention

1
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Staff feedback

Part C3
I can easily integrate the new service into my existing work
The new service disrupts working relationships

I have confidence in other people’s ability to organise and/or deliver
the new service

Work is assigned to those with skills appropriate to the organisation
and/or delivery of the new service

Sufficient training is provided to enable staff to organise and/or
deliver the new service

Sufficient resources are available to support the organisation and/or
delivery of the new service

Management adequately supports the new service

Part C4

| am aware of reports about the effects of the new service

The staff agree that the new service is worthwhile

Feedback about the new service can be used to improve it in the
future

Strongly
agree

Strongly
agree

Agree

Agree

Neither
agree or
disagree

Neither
agree or
disagree

Disagree

Disagree

Strongly
disagree

Strongly
disagree

Not
relevant
to my
role

Not
relevant
to my
role

Not
relevant
at this
stage

Not
relevant
at this
stage

Not relevant
to the
intervention

Not relevant
to the
intervention
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Conclusions/considerations

Implementing a new service such as this requires careful
planning and the flexibility to adapt to challenges that arise.
Regular project team meetings are an essential component of
this and enable quality improvement methodology to be utilised
in a cycle of continuous improvement.

Engaging with member practices/key stakeholders is an
important factor for a service to be successful. Multiple channels
have been used to achieve this i.e. email, educational webinars
and face-to-face meetings. It is equally important to make it as
simple as possible for participation to occur. MHH have provided
data sharing agreements and have had support from the ICB
central pharmacists’ team, who have been able to run the
searches remotely and reduce the additional burden on primary
care.

It is important to have support from the wider system and to
ensure any new service takes into consideration the wider care
pathway. The clinics are targeting a specific high risk cohort but
have a structure in place that ensures there is an opportunity to
address the needs of those identified initially but unsuitable for
the service.

4.

The service has made progress within the period 03 January
2023 to 28 February 2023 (commencement of regularly
scheduled clinics). Without appropriate planning and resource
allocation this would not have been possible. Actively working
with 9 of the 18 practices across the federation’s geography is an
indication of interest in the adoption of the new pathway with
further expressions of interest received from other practices.
However, it should be noted that those practices who have not
yet engaged with the pathway were not included in this report,
and their reasons are unknown.

Inclisiran was recommended by NICE in secondary prevention on
06 Oct 2021 and included in the local formulary for prescribing
in primary care circa March 2022. 45% of all HHOW PCNs are
prescribing inclisiran. Whilst the participant PCNs are prescribing
a greater number of inclisiran items, we are unable to relate the
early project findings regarding clinical experience of prescribing
across the broader region until more patients receive the lipid
management service.

This report does not have sufficient data to comment on the
outcome of the implementation of the new pathway. A review of
its impact will require an objective independent evaluation once
more data is available.

To help establish the broader value of this service, it would be
useful to track outcomes of the patients who have been referred
back to their own practices for lipid optimisation, CVD risk
review, lifestyle advice and alternative treatment options.



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Furlsand.esvalabs.com%2F%3Fu%3Dhttps%253A%252F%252Fwww.nice.org.uk%252Fguidance%252FTA733%26e%3D2cb28afd%26h%3D817dacfa%26f%3Dy%26p%3Dn&data=05%7C01%7Crob.payne%40wessexahsn.net%7Cb839b7cd62364d7e487f08db684347ab%7C83777d80488347de82e432532846a82d%7C0%7C0%7C638218410405316932%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=YsJ%2FlEyAVmIRi4d5ENqC3nHdv%2F9VjqjNfnKYTKqD77s%3D&reserved=0
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NHS England Accelerated Access Collaborative - National Guidance for Lipid Management

Summary of National Guidance for Lipid Management for ACCELERATED
Primary and Secondary Prevention of CVD COLLABORATIVE

INITIAL CONSIDERATIONS:
» Measure non-fasting full lpid profile (iotal cholesterol, HDL-C, non-HOL-C, trighycerides) and HbA1c as part of an initial baseline assessment.  « Consider secondary causes of hyperlipideemia and manage as needed.
= Ensure appropriate baseline and follow up tests &s detailed on page 2. Measure BMI. = |dentify and exclude people with contraindications/drug interactions e If non-fasting triglycaride above 4.5mmolL see page 2.

L3
SEVERE HYPERLIPIDAEMLA
Corsider stalin therapy for adulls who do nol ha d C HTC>7.Smmolil andior LDL-C
Behorw. Usa QRISK i a1 hene aparopriale | 2.9 14 Al =4 Orewnal’L andiar non-HDL-C
RSk ASSRsHme =5 9mmol’L, a personal and'or Family

histery of confirmed CHD (250 years)

..;:m:m Identify and atdress all modifiable risk faciors - smoking, diel, obesity. aloohol intake,
* ‘ 4 * ‘ (pomsibie helerrzygous FH) physical actiity. bleod pressure and HiAle
Age =84 Type2 || Type 1 disbeles, i they have one | [ CHD eGFR A 2B5 D ot use QRISK sk assessment tool
&ORISK || disbetss | | or more of e following: < 60 years SECONDARY PREVENTION
210% &ORISK | |- Over 40 years Limin1 73 | | if appropriate
e next 210 . andiar congades
10 years | | cver neg | |7 P9 disbetes for 10 years albuminuria | | comorbidities, >
10 years = Hawve established nephropathy frailty & life DIAGNOSIS AND REFERRAL T
* Hawve other CVD risk faciors anpeslancy Taie fasling blood for repeast lipid
+ + + + + el
Lise the Simen Broome or Dutch

Lipid Clinie Netwark (DLCN) eriteria

| Identily and address all modifiable ik faclors - smaking, Gel, cbesity, aleabel intake, ‘

physical aclivily, blood pressure and HbATc. 1o make & chinical diagnoais of FH. = Measure full Bpid profile again afer 3 manths (nan-fasting).
+ 0 Lipd Clnictor . - :‘.g: ;mﬂamnn reailment should achieve reduction of nan-HOL-C > 40% from baseline, I mot achieved
Consider addilional risk factors, il present, Iogether wilh ORISK score [ireated Tor HIV. i efinical diags of FH i Areairment adh Sming of diet and -
severe mental iiness, taking medicines thal cauise dyskpidaemia, sysiemic infammaiory disardar ¢ [ TC>0. 0L andfor B w'm;' i n.:;"—' '::";m’.ma P
[e.g. BLE). impaired fasing glycsemia, recent change in risk facion) LDL-C =8.SmmoliL andiar rhiclies, fisk scone or chnical o I - see page 2 'Amwaﬂ.u Faclers), consider i -
non-HOL-C >7.SmmelL ar judgesmes A

o B0rmg alonastalin, For hew |o incremss in people with CKD sse ‘Special Patien! Fopulations’ (page 2\

Fasting triglycerdes = 10mmaliL : - ! !
« I pan-HOL-C baseline value is nol svalabie®, consides tasgel non-HDL-C < 2 SmmollL (approximately

FRIMARY PREVENTION {regantisna of Bty Bitory) (Rege 2) equivalent to LDL-C < 1.BmwnollL) &5 recommendsd by Jont British Soceties (JBS3).
If ifestyle modification is inefleclive or inappropriate offer statin resime “this scenania is nof curmently covered by NICE CG1817. MICE will consider this as part of the guidefne
Atorvastatin 20mg daily updade wilh publication cumanlly sxpecled Seplember 2023
- = If palienis. on a high-inlensity statin have side effects, offer 3 lower dose or an allemative stalin
TREATMENT TARGETS [mee page 2 Exdend of §pkd lowenng wilh avadale therapies’)
» Measure ful ipid profile again after 3 maonths (non-fasting). - e I +
'ﬁ"';‘?ﬂﬁl‘ﬁfﬁ;“ﬂ‘ﬂmﬂt5"“‘-'“’“‘i“fMm“'“m‘“m'c’“’*“m“ﬂﬂim L alher risk Taciors present follow e f rreasipiuim laleraled dose of £latin does nol cantrel non-HOL-CALDL-C well encugh sfler 3 menths senfinm
achieved a ma ] recarnimerded eabmenl mansgemenl stalin adhenance, then consider the following oplions based on shared decision making® with the il
» discuss reaiment adhesence, fiming of doss, diel and Mestyle e e + + + =
« I al higher risk (based an comaorbidilies, risk score or dirical judgement — ses page 2 - Y F— per——— —
‘Additfonsl Risk Faclors) consider increasing the dase every 2.3 months up bo @ maximum Ormg jact Wubrapi
dose of alorvastatin 80mg daily. Aim I achigve af faas! 8 50% daily [MICE TAZ85). | | If pon-HOL-C > 2 SemmallL;
. . ’ e . y — reduction of LOL-C {oF Aon-aling Reassess afles three Arrange lasting blood test o
= For how 10 intreass in & wilh CED aae Patenf EFid & 2
i i people wi Spesisl Papuwiations’ (page 2} fomHOL-C) fronm basakne. mafiths, 1 nen-HOL-C | | measue LOL-C o sssess
-+ P . remains = 2 SmmolL; | | elighibty:
= If patients on a high-inlensity statin have side afects, offer a lower dose of an allemative slatin Turther treatment andior IT gLatin inkolerance is confinmed, cangidar: ol - Inelisiran - f Tasting LDL-C
(st page 2 ‘Extent of fpid lowenng wilh svaiabie therapiss) consideration of PCSKS therapy IF - Exefimibe 10mg monotherapy. Assess :";'_"F‘"' ”;E‘:ﬂ = 2 BmemaliL despits
= If maxirnum lolerated dose of statin does nol achisve non-HOL-C reduction > 40% of baseling - ey are saseased 1o be 8 very high response afler 3 months (TA3AS) am';i elighility mazximum iolerated ipid
value afler 3 months conzider acsding Ezetmibe 10mg aily (MICE TA3ES) risk of & cofanary event™ = Exetimibe 10mg/bempedoic acid 180 mg |onweding theragy (TATIZ)
- I stalin raabment i conbraindicatad o nol bolarabed: - OR therapy is not iokerabed combination when ezefimibe slone does ot L’ oR
- See AAC Stalin Inlolerance Algarithm for advice regarding advense eflects (click hare) = OR LDL-C ramaing. >SmmolL canlrl non-HOL-C sulficiently. (NICE TAES4) - PCSKB - sse cverteal for
- Ezslimibe 10 pry Py b congidered. Assess i afer 3 manths. I e W - Soe cerleatfor efomaionta | 01 threshcls. (TAS934)
- Ezefimibe 1Dmg/bempedoic acd 180 mg combination may be considened when ezelimize . :0" '-D‘-'C'“"“"'"G-IE""‘“‘- If non HDL-C remaine > 2. Smmol/L despite support shaned decison making If eligiility crilaria not met,
alone does nol control non-HOL-CILDL-C well enaugh (NICE TARE). e other lipid lowering therapies consider = nclsean and PCSKS shodd | oo eticoine t0mg
despile £latin and Injectable therapies - anangs & fasling bood lest | M08 0 eSSt DoNCUTEREy | b oo e ivaiale
* ezelimibe theragy. and assess alighiily criberka (TA393/304, TATIZ) B consigered)
It ran-HDL-C reduction remains < 40% of baseline despile masimal olesated lipid lowering *defined as any of the following:
therapy (including people with intslerances and contraindcations) congides referral o peciaisl = Established coronary heart disease Additional CV risk reduction considerations - check Tasting inglycerides levels and consider icosapent

lipid rainagesment cinic according 1o local arrangements + Twa or mare ather CVD risk fackors athyl See irigheeddes seclion overieal.
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This guidance applies to new palients and may alse be laken inlo consideration
fiar these already an statins al their annial review. I 40% reduction of nan-HOL-C
ot schigved, effer high intensily stating, Discuss with peopie who are slable on &
o= &F medim-intensity statin the Bely benefits and polental risk of side sfects
if enanged 1o & hgh-rlensity s1atin when ey ave 3 medcalian review and
agres with the parson whelher a change is nesded.

Ezetimibe, alrocumab, evelocurab of incligiran can be added when patients”
LDL-C levels are not lowered encugh with the masdmally tslerated dose

of siatins. Bempedois acid wilth ezetmibe is an oplion when statins are
contraindicaled of not lokerated, and whin ezelimibe akone does mot control
LDOL-C well encusgh. De nat offer  fbrate, nicobinic acid, bibe acid binder or
emega-3 fally acids alone of in combinalicn with statin, far the prevention of CVD
[eheck NICE CG1E1 and TABDS for excapbions).

QRISHK] is the current version of the QRISK calculabor. wow qisk orgiihres

= Dio mol, wse This sk assessment ool for people wilh established CVD or those
wha are al high risk of developing CVD because of FH or other inherited
disorders of lpid metabaksm.

- Do not wse a risk assessment tool b assess CVD risk in people wilh type 1
diabetes, of eGFR kess than 60 mlimin'.73 m’ andior albuminuda.

- Consides people aged 2 BS al ncreased risk of CVD because of age alone
parliculasly people who smake or have raised BP.

Additional Risk Factors

Mole, siandard CVD risk scores induding QRISK may underestimabe risk in

prople who have addiional risk becauss of underlying medical condiions or

Ireabmerls. Thess groups include the following groups of people;

= severs obesity (BME-4Dkgim’) increases OVD risk

= treated for HIV
= sefious mental health problesms

- taking meditines thal can cause dysipidasmia such as anlipsycholic
mesdication, coMicoslenids of immunosuppressant drugs

- aubsimmune disorders such as SLE, and ather syslemic inflammatory disordens

- nan-disbetic hyperglycaemia

- significant hyperrighcendaemia (fasting triglycerides 4.5-9 OmmeliL )

- recan risk facler changes e.g. quil smaking, BP ef lipid trestment

Consides socio-economic slalus as an additional factor conlributing 1o CVID risk.
W QRESK < 10% ower the next 10 years - Give lifestyls advice and ensurs

regular review of CVD risk in line with guidance,

Type 1 Diabetes

While NICE recesmmends offering stalins lo patiens wilh Type 1 diabetes s detailed
in the algadithm, il aleo slales io considar glating in all adulls wilh type 1 diabetes.
Chranic Kidney Disease

Dfler alarvastalin 20emg for e primary of secondary prevention of CVD b
people with CKD (eGFR less than 60 mLimin/l 73m* andlor albuminuia)
Increass the dose il a greates than 407% reduction in nan-HOL-C is nol achievad
and eGFR is 30 mLimin'1.73m’ of mare.

Agres e usa af higher dosas with a renal spacialial il eaGFR is |&ss than 30 ml/
min'1.73m?

ABBREVIATIONS

ALT: alanine amincransferase LD -C: low dersity bpoprodsin cholesterol

AST: aspartaie amincéransferase nan-HOL-C: non-high density popmsesn cholesterol
CHD: cormnary heart disease PCSKAN: peoprotein convertase sublilsin kexin 9
CKD: chronic kidney dissass monccional anfbody inhibilor

CVD: cardiovasoular dissass SLE: systemic lupus eryhemabosys

FH: famikal hypercholesterclaemia  SPE: summary of product characienstics
TE: total cholesterol

EXTENT OF LIPID LOWERING WITH AVAILABLE THERAPIES

Approxmate reduction in LOL-C

‘Statin dose mgiday & 10 ) a0
Fluvastatin 1% %
P N 4% =0

[ Low intensity statins will produce an LOL-C reducion of 20-30%
[0 Medinm intensity statins will produce an LDL-C reduction of 31-40%
[0 High intensity stating will praducs an LDL-C reduction shave 40%
Il Simvastatin B0mg is nol resammended due Lo rsk of musce taxely

= Rosuvastatin may be used as an allemalive 1o atarvastatin il compatible with
aifver drig therapy. Sofme peaple fay need a wer slating dose (e BNF).

= LemwimediLin inlensity slating should oy be used il intolarance of dnug inleracions.

+ Ezxetimibe when combined with any statin is likely bo give greates reduction in
man=-HOL-C. of LOL-C than doubling the dose ol he slatin.

= PCSKAI (NICE TA303, TAIS) alone of in combinalion with sialing or azalimiba
produce an additional LDL-C reductian of apgroximately 50% {range 25-T0%)

 Bampadoic acid when combined wilth ezelimibe [TAEI4) produces an sdditicnal
LDL-C reduction of approximately 28% (range 22-33%) bul no dinical oulcome
evidence is cumenily avaiabie.

= Incligiran (TAT33) alone or in combination with slating or ezelimibe produces an
additional LDL-C reduction of approximately 50% (range 48-52%) bul no dinical
outcoemes evidence is curmently availabile.

MONITORING

Baseline Measursments

I st to ful lipd profie, measuse renal, thyroid and liver profiles (ncudng
abumin: and HbAdc 10 excude uecnrldan- causes and co-morbidilies.
Measure basaling liver ransaminase (ALT or AST) before slarting a stalin.
Measure CK if unexplained muscle pain before starting & statin,
O sheuld net be d reutinely especially f & patien iz asymptormatic,

NHS England Accelerated Access Collaborative - National Guidance for Lipid Management

TITRATION THRESHOLD / TARGETS

If basekne cholestarel i unknown in the selling ol secondary prevention use the
wsse Joinl Brilish Secislies’ JBS3 consersus recammendation,

Man-HOL-C = TC minus HOL-C

LDL-C = ren-HDL-C s (Fasling riglycerides'2.2)

“yalid anly when fasting bighcerides are less than 4.5 mmaliL

SPECIALIST SE

Seape of specialist senvice avaiable locally may inchude; lipid clinic, PCSKS
elinic: fafering intiation and subsequent fallew up), FH genetic diagnasis and
caseade lesting, lipoprotein apheresis servics. MICE eligibility erteria for PCSKGI
and fating LDL-C Hiresholds e surmmarised below.

" Histry of Gy of et following: ACE; coronarny of oiher anenal vasculrsaion procedses; CHD,
Eechaamic stroke: PAD. ¥ Recurnent OV avanis of OV ewinis i moee than 1 vesoular bed it ks,
pebywa Soular disoa).

Bempedoic acdiezelimibe and inclisiran are available in primary cane and do nol
require inliation by spedialis! sendcas.” PCSKES may be available for prascribing
in primary care: see local inilialion palfways.

T YCERIDES

“h.ﬂ‘ﬁhm“-ﬁ-!rﬂlr—td
excess akohal or poor gly control. At nsk of acute ¢

Primary Preventicn Secondary prevention nmmm-hmmtwmmmmdn
I-yi but weithin 2 weeks | and review for potential secondary causes
Lipid Profile ALT or AST Lipid Profile ALT or AST e i d the TG
+ mnl?lhﬁﬂﬂhhlﬂdmpmm
v I v I b I b If non-iasfing Frighycenides are greater than 4.SmmollL, repeat with
If <80% non-HOL-G reduction, u mﬂnpﬂtﬁlllipod 2 fasing T6 measurement Be aware that the CVD risk may be
pmfh-'id.ll.'l'uﬁs'l'uiimlmth each up-titration of by risk 1ools, of the ]
dose or addition of exetimibs as required of other CVD risk factors present and sesk spacialist advice if non-
7 7 7 7 HOLL ion is = 7.5 L
v I leasapent athyl (TABDS)

ﬁm”mmmummunumm efecheiness of therapy
Weshyie modifeston e adivess CVD sk Rcfors.

*Consider an annLad oon-Gsting full Kpid profile fo infm the dscussion anond efleciveness of

i thera gy and ey meEcings A0n-Siensnce.

Manitering

Rapaal full lipid profe 2 non-lasting.

Measure liver lransaminase within 3 monihs of stasing reabment and then within

3 months of every additional up Biration and then again al 12 months, bul not

again wnless dinicaly indicaled.

WALT or AST are grealer than 3 imes the upper limil of normal then do nol initiale a

sialin or discontinue slalin therapy already presaribed and repaal the LFTs in a month,

HALT or AST are elevaled bul are kess tan 3 Gmes the upper Bmil of nomal then:

= Continue the statin and repeal in a month.

= Il they rermain elevaled bul are less than 3 limes the upper limil of nommal then
canlinue skalin and repaal again in & manlhs.

Rdirunias .

JEE3. 204 wers Raliisk comipaonsi bim MECE HME. TASES wwew. nice.org wkiguidanceia i85 MICE 2008 CGT1 wwwnice org ubigaidanceicgT i
Flrston &f al 2005. Hospial Pharmacy S008) 287532 KECE HME. TAXSS wasw Nk org ukigudancsTAIND MICE 2021. TABDM i N org kg itanca TASTE
Warvarese of al. 2015 Annals of internal medicine 163 1jc40-51 MECE &, TASS wwew. nice. org wkiguid anos TA3 04 MICE 2021. TATI3 wwe nice. org wkd'ouidanceTATAS

Eonan Jun Hong af al. 3018 Clnival feropeties 40{Z) 235-241 ad KBCE HI14. COERT g rice oig wkgiidanceC GEE1 WICE 2022 TABIS i s o1 kgl anciaBis

=Check fasting trighycerides levels.
=Manage secondary causes of hypertriglyceridaamia.
= Consides icosapent ethyl [TABDS) if patent has establiished cardivascular deease
(secondary preverition) and
- o shating and fasting TG 2 1.7mmolL and LDL-C* between 1.04° and 2 SmmalL
= Saé table above and refer &8 appropriste.
LIDL-C et e cabeikoid wsing Friodesab?s fumls §TO >4.5 Disoiss wilh your o, Corider
using an alemaive equaion [eg Sampson, ool B0 H00H famacandio ZH20000E3) of beis-quanificaion.
¥ labs donl report calosaied LOL-C bepond one decmal point

STATIN INTOLERANCE

Stalin inlolerance i3 defined as the presence of dinically significan adverse
eflects from statin therapy thal are considered 1o represant an unacceplable risk
s the: patient or thatl may resull in adberence io therapy being compromised.

Fer peapie whe are inloleran of the recemmended stalin trealment see the NHSE
AAC slalin inlolerance algarithm, avaiabls on e NHSE AAC page [Click here)




Mid Hampshire Healthcare - Lipid Clinic Project Logic Model

MHH LIPID CLINIC PROJECT Wessex
@ our CONTEXT and RATIONALE Qc Ay ]

Mid Hampshire Healthcare (MHH) is introducing a new cholesterol management service to support patients with secondary Atherosclerotic cordiovascular disease (ASCVD) . Patients are identified
via searches run within the practices’ clinical systems (oll 18 member practices have been invited to participate) and are then invited to attend a cardiovascular health check and follow up telephone
consultation to ogree a treatment plan which may or may not include the drug inclisiran. The aim is to enoble improved control of cholesterol and reduce risk of secondary events or complications.

with these

(B)INPUTS

AHSN

*  Project Management &
Documentation

= Evaluation of implementation
and impact (4H3N Insight team)

MID HAMPSHIRE HEALTHCARE

= Pathway Design

* Search refinement

* (Clinic — Lifestyle assessment

*  Telephone Consultations

* Indlisiran —when clinically
indicated
prescribing,/ad ministering

* Clinical subject matter expertise

PRACTICES/PCNs

* Patient referral

* Project engagement

* Ongoing patient management

PHARMACISTS - ICB

= Strategic advice on wider CVD
patheay and supporting patients
unsuitable for an assessment by
the clinic

* (Case finding/search support

* PCN/Practice engagement

MOWVARTIS

* Funding to support
implementation of new service
and ongoing costs

CLINICAL LEADS

* Educational events

* Project champions

* Clinical advice about treatment
options

we will carry out the following

ACTIVITIES

Implementation of Pilat

Pathway/Service mapping

Search criteria
identification/refinement
{runming search and prigritising
patients)

Engagement with MHH
PCMs/Practices

Rollout to further

practices/PCNS within Mid
Hants

Establishing data collection for
monitoring and evaluation
puUrposes

Enzbling activities to support sbove:

Regular project working group
meetings

Organisation and delivery of
educational events

Data sharing agreements

Data capture

Optimal Clinical model including
prescribing resolution

Creating the following

OUTPUTS

* Mo PID but potential for demographic
analysis 1. Ethmnicity 2. Age 3_ Deprivation

Mo of PCNs/Practices
engaged and
participating
Number of patients

identified via the
Ardens/IJCLP searches

Mumber of patients
invited for assessment

Number of patients
having the lifestyle
assessment

Number of patients
appropriate for Inclisiran
and number prescribed

Number of patients
prescribed alternative
treatment such as
optimization of existing
medication

Patient and clinician
satisfaction surveys and
interviews

Treatment pathway for
other patients identified
by searches but mot
suitable for the clinic

Evaluation of Project

to deliver the following

OUTCOMES

Understanding/evaluating
implementation appreach

Optimal clinical model

Understanding resource
requirements and costs

Practice engagement

Improved patient outcomes —
Lipid targets

Improved patient outcomes —
Reduction in cardiac events

Improved workforce
experience

with these long term

IMPACTS

Replicable
implementation model
with case study

Sustainable Lipid
Management Service
Madel

Reduction in demand on
primary care

Reduction in demand on
acute care due to
decrease in cardiac
Events

Improved outcomes for
patients — quicker
diagnosis, faster responsa,
reduction in unnecessary
referrals



Mid Hampshire Healthcare - Initial correspondence to practices

Mid Hampshire
Healthcare

05 April 2022

Dear Practices,

PROPOSED NEW SERVICE - CHOLESTEROL MANAGEMENT

In light of the new lipid management pathway (https://www.england.nhs. uk/aac/wp-
content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW-version-4 pdf), we have
been working coliaboratively with Dr John Bolodeoku, Consultant Lipidologist at HHFT, Wessex
AHSN and Novartis about the future of cholesterol management/lipid management within
Primary Care and how the new treatment, Inclisiran, could be taken on by Primary Care as part
of wider population health management.

As you are aware, cardiovascular disease is a top priority within NHSE but aiso for our local
ICS. With the launch of a new treatment targeted specifically at primary care, we have been
looking at how we could support patients who have secondary Atherosclerotic cardiovascular
disease (ASCVD), initially, in a scalable primary care model.

Our aim is to create a cholesterol management service that you can access for your patients,
enabling improved control of their cholesterol and therefore reducing patient risk of secondary
events or complications but also enabling a remuneration back into practice to support the

administrative role as well as giving you renumeration for sending your patients to our clinics.

Cholesterol management is now a PCN DES requirement and therefore. this service
development may give PCNs a service able to meet this requirement from day 1

[hitps:/www england nhs_ukiwp-content/uploads/2022/03/B1357_iii-network-contraci-directed-
enhanced-service--cardiovascular-disease-prevention-and-diagnosis-suppl. pdi]

What is Inclisiran?

Inclisiran was launched by NHSE and the AHSNs in September. NICE TA733 (6* October
2021) recommends Inclisiran as an option for treating primary hypercholesterolaemia
(heterozygous familial and non-familial) or mixed dyslipidaemia as an adjunct to diet in adults
However, it is currently only recommended if:

a) There is a history of ischaemic stroke, coronary heart disease or peripheral arterial
disease and

b) Low-density lipoprotein cholesterol (LDL-C) concentrations are persistently 2.6 mmol/ or
more, despite maximum tolerated lipid-lowering therapy.
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Healthcare

Inclisiran is administered as a subcutaneous injection into the abdomen, upper arm or thigh.
The recommended dose is 284mg Inclisiran loading dose at 0 months and 3 months, then long-
term maintenance every 6 months. It is intended for administration by a Healthcare
Professional, not the patient. No additional monitoring is required.

This is an opportunity for patients in the Mid Hampshire Region to benefit from a new drug
which has the potential to offer cholesterol-lowering treatment to those who have not been able
to achieve a lowering of their cholesterol either through lifestyle changes or through the use of
traditional cholesterol lowering medication,

It can be used in combination with other lipid-lowering theraples in patients unable to reach
LDL-C goals with the maximum tolerated other lipid-lowering therapies, in patients who are
statin-intolerant, or for whom a statin is contraindicated.

The product was launched by the NHS instead of the pharmaceutical company, Novartis, as
NHSE wanted to launch under the population health umbrelia directing its usage at Primary
Care. Novartis have been supporting our conversation and service proposal.

Inclisiran is listed as GREEN on the Hampshire, Southampton and IOW Formulary.

Clinical Support

In partnership with the AHSN and Dr John Bolodeoku, we are creating some bespoke
educational launching events on lipids and inclisiran that will give you further detail into the
treatment itself

Continuing educational events and Webinars will be made available for continual educational
developments of primary care teams around cholesterol management, which will include case
studies and treatment challenges.

What is the service proposal?

A cholesterol management service running within daytime or out of hours clinics, where MHH
would provide full management of patients through the following appointment structures

1. A Cardiovascular Health check looking at;
a. Lifestyle
b. Adherence to medication
c. BPBMI
d. Initiation/completion of bloods
2. A clinician-led telephone consuliation review with the patient to consider management
plan which could be either:
a. Titrate up medication or add in alternative treatments if not a maximum tolerated
therapy and discharge back to practices; or
b. Identify those who are tolerating maximum therapy and where Inclisiran would be
the next treatment option

p/‘l l I Mid Hampshire
Healthcare

3. Inclisiran appointments and injection administration managed by MHH
4. Full consultation documentation recorded on patients’ medical records and emailed back
to practice

Collaborative working with HHFT lipidologists will be undertaken with any complex patients and
a regular MDT meeting undertaken with the MHH clinical team and HHFT

Eligible patients can be found via an Ardens search (this is currently in creation)
Current guidance is that there are approximately 5 patients in every 1000 eligible for Inclisiran.
Attached is a rough draft of how we envisage this service working

NB: Inclisiran as a treatment is a twice-yearly injection. Within the above proposal, we will
manage the recall process of patients initiated on treatment and requiring ongoing
appointments.

Financial Details

At the moment there is no available funding for the development of a cholesterol management
service

There is a reimbursement mechanism for inclisiran that covers the cost of the drug and a
dispensing fee. MHH is able to claim this reimbursement cost directly and will use this initially to
fund the service, and to support training of staff in cardiovascular management

To help support practices in identifying and inviting patients, we intend to pay a small
administration fee for every patient who commences on Inclisiran therapy. This will be paid on a
quarterly basis.

What is the ask from Practices?
Initially, we are looking for engagement with this proposal to enable us to move forward
We would be grateful if you could answer the below;

* s this something that you would be happy for us to develop?
* Are you happy to run searches within Ardens and invite patients for an appointment?
« Do you have any clinical room space available, if so when and what times?

If we are able to develop this service, all that we will ask from you is to run Ardens searches and
invite the highest risk eligible patients into a CVD Health check appointment with MHH.
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Mid Hampshire Healthcare - Patient Satisfaction Questionnaire

Mid Hﬂmpﬂhlre Mot Mo, not | Mo, not | Yes, but Yes,
HEU”hCGFE‘ Applicable | atall really nat fully completely

|5 your treatment so far achieving the

Patient Satisfaction Questionnaire desired results?

Mot Mo, not  No,not  Yes, but . Yes,
Ciear Patient, we would be grateful if you would complate this guestionnaire about your journsy on the Applicable | atall really || not fully . completely

Cardiac Risk Pathway. Feedback from this survey will enable us to identify areas that may need
improvement. Your opinions are therefore very 'ualual:lle|. The implementation of Mid Hampshire Healthcare's new service is being evaluated by the Wessex

Academic Health Science Network (AHSN]. This will help other organisztions to replicate the service in

their own area and enable more patients to benefit. Would you be happy to have a follow up interview

. X . with Wessex AHSN to discuss your experiences in mare detail.
Plzase anzwer all the gquestions below. There are no right or wrong answers and we will not be able to

identify your individual responzes. Yes Mo

< |||

Your views will b2 znonymized in the findings and report and all information that we use will be

Mot relevant
1o this processed in accordance with the Data Protection Act (2018).

consultation Yes, but . - | -
mat full Do youw hawve any specific comments sbout your experiences with the service to date?

Not Mo, not | Mo, Yes, but
Applicable | g an cally | notfully | Y85 || completely

At every stage of the process things were
explained to me in a cdear and concise
manner.

Mot No, not | No, not || Yes, but . ]
Applicable at all =111 ot fully completely

Do you hawve confidence in the decisions
made about your cholesterol levels or
reatment?

Mot No, not | No, not || Yes, but Yes,
Applicable at all really mot fully completely

Were all of your gquestions answered toa
level you were satisfied with?




Mid Hampshire Healthcare — Service summary slides for educational webinars

e e e i
ents 10 dent ie / Cardiovascuiar MHH CVD HC cinic ‘blood pressure check, AF
s N St
N (. | B e SUMMARY
it dimistie
MHH Cardiovascular Risk Review Pathway e ey e

LFT blood test and ACR

7=
— T & Ve PRACTICE REQUIREMENTS
feferral fom Patient acded to MHH recall reatments.
Santomber 2022 i N e comonr™ Dchage torctce N : .
for jociszan Tocan for Re ifections MOT With HHFT * Include routine inclusion of lipid profile blood test in all management of cardiovascular
tason md sooce f g Cht e o o chronic disease blood monitoring
& - appropriate and support and medical records assessed according 1o NICE and
consented fo commence. gudance as =1 Ui Management Pathway
o oewied * Run EMIS ARDEN/UCL Searches each month and identify all patients not adequately
ool Lo ity orn ey controlled on current lipid therapy
wiin 2 weeis
5 + Initiate lipid profile blood test along with any other outstanding monitoring blood tests on
8-lockian Search on EMIS to Kansfy rumber of patient bookings
|, | ptents gven par Practce - send o
S?;umnln‘::\d MHH Finance
romburzem . e 3 R, i
Those requining 2 or 3* dose ::‘:;‘:‘,:";’N m“m‘a w%, R”s:;m'“ * Book patient direct into MHH Cardiovascular Assessment clinic with HCA/Nurse Associate
e W gpopuct senvce fo future management as apsroprate
Mid Hampshire Mid Hampshire
To improve the health, well-being and lives of those we care for [\/H—i Healthcare To improve the health, well-being and lives of those we care for [\/H_i Healthcare

www.midhampshirehealthcare.co.uk m [ £] Working on behalf of Andover, Winchester City, Rural North & East and Rural South GP Practices www.midhampshirehealthcare.co.uk [ €3 Working on behalf of Andover, Winchester City, Rural North & East and Rural South GP Practices
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SUMMARY
SUMMARY BENEFITS FOR PRACTICES

MHH ACTIVITY

* Undertake a Lifestyle assessment including BMI, Blood Pressure, AF screening, smoking, alcohol MHH ADMINISTRATION
consumption, documentation of patient medication descriptor. Motivational and positive engagement
with external services to encourage health improvements where applicable

* Help improve QOF achievements for blood pressure records, smoking status, obesity register

All recalls applied within MHH EMIS system to recall the patient for each dose and annual
cardiovascular risk review + Supporting practices to meet the PCN DES improving lipid optimisation in high risk patients,

i ial fibrillati h i imisati
+ Initiate second Lipid Profile Blood Test along with any other follow-up monitoring blood tests and ACR detection of atrial fibrillation and hypertension optimisation

Stock control to ensure the availability of Inclisiran at each patient appointment
B 2 5 s B < 3 5 * Reduce time within practice to undertake cardiovascular risk assessments
* Book patient direct into MHH Clinical prescriber Cardiovascular Review Consultation

« Patients invited to MHH appoi for administration of Inclisiran and annual
: : g X . 3 cardiovascular risk review + HHFT lipidologist support in the specialist management of patients through MDT
* MHH GP Clinical review of patient records and telephone consultation with patient regarding medication
changes, or initiation of NICE approved medications including Inclisiran (refer back to Practice/discuss « Liaise with PCN pharmacy team patients identified on dary pr i hes not
with HHFT Lipidologist where specialist guidance as required) included in the MHH cardiovascular risk review service for future management
* Where Incllswar} consen_ted booked with Practice Nurse within 2 weeks for initial dgse Mid Hampshire Mid Hampshire Mid Hampshire
To improve the health, well-being and lives of those we care for Healthcare To improve the health, well-being and lives of those we care for Healthcare To improve the health, well-being and lives of those we care for Healthcare

www.midhampshirehealthcare.co.uk [ €3 Working on behalf of Andover, Winchester City, Rural North & East and Rural South GP Practices www.midhampshirehealthcare.co.uk {3 3 Working on behalf of Andover, Winchester City, Rural North & East and Rural South GP Practices www.midhampshirehealthcare.co.uk @) 3 Working an behalf of Andover, Wine v, Rural North & East and Rural South GP Pra
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Wessex

Academic Health
Science Network

Wessex Academic Health Science Network Limited
Innovation Centre

Southampton Science Park

2 Venture Road

Chilworth

Southampton

S016 7NP

E: enquiries@wessexahsn.net
@WessexAHSN
T: 023 8202 0840

wessexahsn.org.uk

Part of

The AHSNNetwork
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